• Ideal medical care is generally assessed only from the patients' viewpoint.
Introduction

Contexts and objectives
Physicians and healthcare workers should be held responsible not only for individual patients but also for wider communities (Swick 2000) . To realise higher standards of medical care in various settings, various theories and approaches for improving evaluations of medical care have been proposed (Vuori 1987 , Donabedian 1988 , Weinberger et al. 1991 , Carr-Hill 1992 , Blazer et al. 1995 , Cohen et al. 1996 , Sisk et al. 1996 , Jenkinson et al. 1997 , Davis & Duffy 1999 , Holman et al. 2003 , Sabbah et al. 2003 , Tsai et al. 2004 , Carta et al. 2012 , Sharma et al. 2012 , Su et al. 2013 ). Furthermore, studies of rural and remote communities and comparative studies between urban and rural/remote communities have gradually accumulated worldwide (Patterson 2000 , McLean et al. 2007 , and there has been an increase in studies that use qualitative analysis of the nature of medical care (Quine et al. 2003 , Thurston & Meadows 2003 , Goins et al. 2005 , 2011 , Leipert & George 2008 , Jennette et al. 2010 , Hannah & Lê 2012 , Matsumoto et al. 2012 , Miedema et al. 2013 . However, the majority of these were based on patients rather than on ordinary people receiving or not receiving medications at the time of interview, and even if residents were involved, the studies reported only on segments of the population with certain attributes. In addition, from the geographical point of view, medical care and health were considered to connect to healthrelated satisfaction and satisfaction with life (Millward & Spinney 2013) . There have been insufficient researches from the geographical point of view which explain the relationship among health resources, communities, and ideals of medical care and health.
The current study, therefore, undertook a qualitative interview-based survey to explore how medical care was perceived by residents of distinct Japanese communities in their everyday lives and the types of medical care that were considered ideal. Furthermore, we aimed at clarifying the similarities and differences in the ideals of medical care held by residents in each community from the geographical point of view. The current study provides a basis for setting objectives and policies for medical care activities with the aim of achieving ideal medical care (Matsumoto et al. 2012) .
Setting
Japan comprises the four main islands of Honshu, Hokkaido, Kyushu and Shikoku, along with 6848 other islands. Although it is relatively small, with a geographical area of only 377,900 square kilometres, it is also the site of an extremely large number of remote environs. Japan has a universal health insurance system with free access to medical care. It is well known that the numbers of hospitals and beds per unit of population as well as the proportion of specialists to physicians are extremely high (OECD Health Data 2012) and that Japanese healthcare has performed well; life expectancy is famously long, at 83.2 years compared with an OECD average of 80.2 years, and health spending is at USD 3649 PPP per capita per year, slightly higher than the average of USD 3484 (OECD 2014) . In addition, although Japan's medical care has been evaluated by the World Health Organization as being the best in the world in terms of longevity, equality and cost performance (WHO 2000) , citizens' satisfaction with the system has been found to be low (Uchida & Kitayama 2009 , Herv as & V azquez 2013 .
There are many environs on the main islands that may be described as rural but nevertheless require little time to access hospital care. However, the environments are also extremely varied, from metropolitan areas to remote islands, with some islands requiring many hours to travel by boat from Honshu. In our previous study, residents' satisfaction with medical care was quite different between a metropolitan area (Tokyo) and remote islands, 60.5% versus 43.2% (preliminary study by the current authors, University of Fukui 2012). Nursing care has been developed in community health activities and home care by specialised nurses but not in primary care by nurse practitioners.
Methods
Site description
As mentioned above, the current study positioned metropolitan areas, provincial cities, mountain/fishing villages and remote islands as four distinct types of Japanese communities. The metropolitan areas referred to the 23 wards of Tokyo (the capital of Japan, population of approximately 9 million and population density of approximately 14,500 people per square kilometre); Osaka (Japan's second largest city, population of approximately 2.6 million and population density of approximately 11,700 people per square kilometre); and Nagoya (Japan's third largest city, population of approximately 2.3 million and population density of approximately 7000 people per square kilometre). Provincial cities were defined as prefectural capitals where the per capita number of physicians was roughly the same as the national average, whereas mountain/ fishing villages were defined as municipalities with a population of 10,000 people or fewer, and remote islands were those that had neither hospitals nor direct transportation links to the mainland.
Participants
Survey respondents comprised residents who had lived in any one of these communities for 20 years or more. Residents' associations (such as volunteer organisations and social welfare councils) were approached in the targeted communities, after which the objective and protocol summary of the research, the content of the interview questions, an honorarium (of 5000 yen) and official requests for participants' cooperation in the survey that described ethical considerations were sent by post. Additional respondents were identified by snowball sampling from among those residents who gave consent to participate. The selection of residents' associations for this purpose was conditional on these groups being non-professional, non-political, non-religious and non-commercial in nature, and efforts were made to the best of our ability to avoid any bias in terms of the sex or age distribution of the respondents. Prior to the interviews, the participants were sent official requests for their co-operation and were asked to return letters indicating their consent to participate.
Following the methods described below, data analysis and identification of new respondents were repeated until the point of theoretical saturation was reached, i.e. when new concepts stopped appearing in each community, after which the identification of new respondents ceased.
Data collection
Semi-structured interviews were held with respondents sequentially from December 2011 to November 2012. To ensure consistency in the collection of non-verbal information and the progress and content of the interviews, interviews were performed only by the principal investigator. Each interview roughly followed the same course so that following the interview guide below, respondents could naturally describe their ideas and experiences pertaining to medical care for each point. Interviews took the basic form of group interviews of four to six people, but one-on-one interviews were also conducted with participants with whom an individual format was found more conducive to conversation during the identification process. Participants' consent was secured with a written consent form, of which a duplicate copy was given to participants by the same researcher. Interviews were transcribed from digital voice recordings. In addition, notations regarding the participants' appearances and attitudes during the interviews as well as those concerning the interview atmosphere were made. These were used in the analysis as non-verbal data.
Data analysis
The analysis employed the constructivist grounded theory (CGT) approach proposed by Charmaz (2000) . Grounded theory is a qualitative analytical method that was proposed and developed by Glaser and Strauss (Glaser & Strauss 1967 , Glaser 1978 , Corbin & Strauss 1990 ). Charmaz (2006) placed the emphasis on the object under study, believing both data and analysis to be objects created through relationships and experiences shared with research subjects. CGT promises to be a method that lends itself to the researcher's desire to hear the voice and mind of the participant considering various circumstances.
Interviews were transcribed as quickly as possible after the interviews were completed and were analysed together with the non-verbal data. Elements relating to ideal medical care were extracted from participants' individual experiences including satisfaction and dissatisfaction, emotions and attitudes over all the four questions described previously. These were arranged along a storyline, and initial coding, focused coding and sampling were repeated for each of the four types of communities; in addition, themes were refined from situations, information and notes relating to the interviews. Themes for each of the four distinct types of communities were completed as theoretical coding after they were repeatedly analysed while revisiting the original data, with intensive consideration of the data for each type of community as well as comparisons among types. Because it was necessary to perform this comparison by incorporating the overall trajectory of the interviews and the non-verbal information, analysis was conducted by the principal investigator alone, ensuring consistency.
Analysis was performed using MAXQDA v10 software (www.maxqda.com). MAXQDA is a convenient software package for the qualitative analysis of transcript data that enables the aggregation of code frequency, data analysis by code segment and the creation of code matrices. The differences in characteristics of the participants in the four communities were analysed using Fisher's exact test with the analytical software SPSS ver. 22.0 (http://www-01.ibm.com/ software/analytics/spss/).
Respondent validation was performed by mailing the obtained results to all participants. The conceptual meaning of the results was reconsidered by returning to the data on the basis of opinions received from participants at this stage, and a summary of the final results of the analysis was prepared.
Ethics approval
Ethics approval for this study was granted by the Ethics Committee, Faculty of Medical Sciences, University of Fukui (Ethics Hearing 23-37).
Results
The sample
The study involved 105 participants (females: 52.4%, males: 47.6%) with an average age (mean AE standard deviation) of 61.4 AE 14.0 years (range, 31-84 years), and 35 interviews were conducted. Basic data such as the number of participants, gender ratio, education, income and treatment histories for each community are shown in Table 1 .
Themes for ideal medical care
Analysis of the data revealed eight major themes: 'high-level medical care', 'elimination of unnecessary medical care', 'faster, cheaper medical care', 'peace of mind because of the availability of medical care', 'trust in medical professionals', 'support for local lifestyles', 'locally appropriate standards of medical care' and 'being free from dependence on medical care'.
The communities in which these themes were respectively identified are shown in Table 2 . Although a number of themes were shared by all types of communities, others were characteristic of only certain types.
In the text below, participants from metropolitan areas, provincial cities, mountain/fishing villages and remote islands are identified by numbers following the words 'Metro', 'City', 'Village' and 'Island'.
High-level medical care
This theme, which was related to a number of codes such as doctors' specialties, novelty of treatments, multitude of choices and wide range of skills, was revealed by the thought that more advanced and newer medical care was ideal. Quotations were made from his or her experiences in every participant as well as from ideal medical care which he or she concerned. Participants who expressed this theme thought that it was ordinary for them to receive such high-level medical care. Therefore, this theme was specific to communities that had sufficient medical resources. Statements concerning 'high-level medical care' were found in metropolitan areas but not in mountain/fishing villages or on remote islands. This was sometimes reconfirmed by the interviewer with an additional questioning to individuals in mountain/fishing villages or remote islands, 'Isn't it ideal for you to receive high-level medical care?' Two examples of statements concerning 'high-level medical care' are shown below. Participant Metro003 discussed his experience of 'high-level medical care' in relation to his own treatment for prostate cancer. Participant City007 was satisfied with being able to select freely from a large number of medical institutions and medical personnel who demonstrated various areas of expertise:
In my case, it was only by chance that I could receive the latest prostate cancer treatment, which you still can't really get access to in Japan, so I was really fortunate. (Metro003) Well, you can really choose all kinds of things. If it's a hospital within a prefecture, it's easy to visit when you hear that there's a really good doctor there. (City007) Elimination of unnecessary medical care Some participants expressed this theme based on their experiences of excess medical examinations and treatments. This theme was revealed as a precondition to saturation of medical care. Statements on the 'elimination of unnecessary medical care' were heard in metropolitan areas but were not mentioned in mountain/fishing villages or on remote islands.
Two statements relating to the 'elimination of unnecessary medical care' are shown below. Participant Metro001 felt uneasy about the large number of tests that he underwent during a visit to a large-scale general hospital. Moreover, many residents, such as Participant City010, were of the opinion that as much medical care as possible should be eliminated through developments in preventive medicine and care systems. The code of health hazard by medical care was also related to this theme. There was a clear distinction between 'elimination of unnecessary medical care' and 'being free from dependence on medical care', which we show below because the former was dependent on the preventive medical care system, whereas the latter was independent of any medical care:
When you go to a huge hospital, you're always immediately sent for examining, you know? And I don't mean just once or twice. There are so many that you're like . . . Is this really necessary? (Metro001) If you ask me, the whole point of a medical examination system is that it's something required to prevent the next big disease. Therefore, I'd probably say that I think [the existence of the system] is a good thing. (City010) hoped that the amount of time consumed by medical care could be minimised as much as possible. The economic and time burdens discussed here did not have the same lifestyle-threatening qualities that were described later in the theme of 'support for local lifestyles' but simply represented the desire to improve quality of life. In fact, this theme appeared as additional when minimal medical care was guaranteed. Statements relating to this theme were found among three of four types of communities, from metropolitan areas to mountain/fishing villages, but not on remote islands:
High-level medical care will probably get cheaper and easier eventually, but it would be great if it was more affordable like medical checkups. It's still quite expensive, I think. (Metro004) Even when I was examined at the hospital where my younger sister works, and maybe because it's a big hospital, the admittance and everything went smoothly. It was also great that I didn't have to wait that long -really, waiting is just the worst. (Village017)
Peace of mind because of the availability of medical care This theme expressed relief associated with access. There were a number of codes from which participants felt peace of mind related to access: home care in emergencies, no limits on which doctors can be seen, availability any time, hospitals' proximity to home and the kindness of doctors who promised availability.
Two statements relating to 'peace of mind because of the availability of medical care' are shown below. Knowing that he could seek medical care for treating the sudden change in his physical condition, Participant Metro019 felt a sense of security in his life. The same was true for Participant Village025 because of the knowledge that he could rely on house calls when it was difficult to get to hospitals.
Although some differences by community were observed in different medical fields such as emergency and home care, this theme was shared across all communities:
If I call to say that I don't feel well, I can get advice over the phone, and if I'm really unwell, I can be seen at home. I get a sense of security from these things, you know? As a potential patient. (Metro019) When it looked like I'd not be able to make it to the hospital, I was really worried about what to do. At times like that, it used to be that you could call up the doctor, and he'd come around to your house. A doctor like that really helps you to feel secure. (Village025)
Trust in medical professionals
One statement relating to 'trust in medical professionals' is shown below. Statements such as those of Participant Metro002, which considered the interpersonal aspects of relationships rather than the conventional 'doctor-patient relationship', were extremely common in all communities. A large number of residents desired psychological care as well as disease management. The kindness of doctors and other medical staff, continuity of practice by the same doctor and doctors' communication skills were also the codes of this theme. Overall, respondents trusted medical professionals who were capable of offering such treatment and were conscious of the security that this brought to their lives: 
Support for local lifestyles
Three examples of statements concerning 'support for local lifestyles' are shown below. Participant City004 did not want to leave the residential area where she was receiving treatment, and she considered medical care that allowed this to be ideal. Situations such as those described by participants Island002 and Village016, in which the economic and time burdens involved in medical care had lifestyle-threatening implications, arose in mountain/fishing villages and on remote islands, frequently occurring in the latter type of community in particular. Consideration of traditional community practices was also related to this theme. In particular, these statements were frequently encountered on remote islands but not in metropolitan areas.
While I would feel at ease in a huge hospital, depending on the disease, ultimately if something was to happen, I would want to be treated somewhere nearby. Even if there was some state-of-the-art [treatment] available, I'd rather be able to take it here than going all the way to Tokyo. (City004) Travel costs alone are 100,000 yen a month. That's a lot of money, and if you become sick, you can't work. If you can't work at all, you have no income. Now, with the economy so bad, and my father hardly working -100,000 yen a month to travel. . .. (Island002) My house is in the mountains. It takes me 2 hours to come down to the foothills to reach the nearest town. Therefore, the work I've got to get done goes nowhere. (Village016) Locally appropriate standards of medical care Two statements relating to 'locally appropriate standards of medical care' are shown below. In contrast to the 'high-level medical care' described above, on the basis of the current situation of insufficient number of doctors in rural areas, statements such as those by Participant Village001, who wished for facilities and systems that could implement comprehensive medical technologies, or by Participant Island001, who wished for the most basic levels of life-sustaining medical care, were identified both in mountain/ fishing villages and on remote islands. Additionally, residents who experienced appropriate collaboration between family physicians and specialists in communities with few medical resources appreciated the need for such co-ordination. We also observed some participants who settled for the choice of at least two hospitals. This theme was observed only in mountain/fishing villages and on remote islands, rather than 'high-level medical care':
Of course, nothing would beat a hospital that could cure everything, but that's just empty talk. I think it would be sufficient if there is a place where you'd be able to see a doctor who is competent to some degree. (Village001) Well, there are times when you just want someone to give an answer, or when you just want one thing to be clear. It's not asking for the moon, you know? What would we do if you stopped being able to have an appendectomy on the island? (Island001)
Being free from dependence on medical care Two examples of statements about 'being free from dependence on medical care' are shown below. This theme is distinguished from the 'elimination of unnecessary medical care' and reflects the desire to find alternatives to medical care and to avoid relying on medical care only. In a community where opportunities for medical care were scarce, Participant Village007 felt a sense of security in her life by using a certain technique for managing her own physical condition and sharing this with her fellow residents. Participant Island014 expressed the opinion that instead of relying on medical technologies and medical care systems (including preventive medicine), health can be promoted by living a simple and natural life free from dependence on medical care. Participants also spoke of the spirit of mutual aid among neighbours and families when a community member was sick.
Statements on this theme were only identified in sparsely populated communities, i.e. in mountain/ fishing villages and on remote islands: I've had various experiences [in managing my own health], and I still often talk [ways of managing one's own health] with other people of my age, and those in care. I also ask them to tell me about their experience, and we talk about these kinds of things even now. (Village007) [Things would be better] if we could get back to a more natural way of life, the way we used to live, for example, using a broom instead of a vacuum cleaner or washing things by hand instead of a washing machine. We need to somehow, somewhere, recover these sorts of things back into our lives. (Island014)
Discussion
Characteristics and comparisons among communities
As described above, eight themes existed in these four distinct types of communities, some of which were held in common and some of which were distinct to certain communities. Interpreted from Table 2 , the sense of ideal medical care in urban communities tended to centre around the satisfaction with the content of medical care, whereas that in rural communities tended to centre around the ability to lead a secure life. This could also be a result of how residents understood and responded to the characteristics of their own communities. Two of these themes ('peace of mind because of the availability of medical care' and 'trust in medical professionals') occurred commonly across all community types. Medical care is a form of social security, and those two concepts envisioned in the basic idea of medical care might be natural outcomes of the current study.
There were differences in the utilisation of and access to medical care between urban and rural/remote communities, and these differences were indeed identified in the presence or absence of regular visits to hospitals by participants (Kobayashi & Takaki 1992 , Larson & Fleishman 2003 , Liu et al. 2007 , Goodridge et al. 2010 , Menec et al. 2010 , Salinas et al. 2010 , Rica et al. 2011 . Metropolitan residents held 'highlevel medical care' such as 'experience with advanced medical care', 'advanced expertise', 'collaboration between medical specialists' and 'scope for choice among medical facilities' as their focus. In addition, the theme of 'trust in medical professionals', as represented by the concepts of 'consideration of patient anxieties', 'physician empathy' and 'communication', was important to them for the security of having satisfactory medical care. 'Trust in medical professionals' was a theme at the core of ideal medical care in all communities, even if the nature of residents' anxieties and physicians' methods of care varied by community types.
Turning to themes related to the residents' ability to access medical care, the theme of 'high-level medical care' was apparent in comparatively urban communities such as metropolitan areas and provincial cities. This was replaced in comparatively rural communities such as mountain/fishing villages and remote islands with the theme of 'locally appropriate standards of medical care'. Residents in rural communities did not consider it possible to realise advanced medical care facilities with specialty departments in their own communities. Therefore, their wishes were linked to 'locally appropriate standards of medical care', and moreover, they appeared to be oriented towards achieving 'being free from dependence on medical care'.
Other themes identified in metropolitan areas were 'elimination of unnecessary medical care' and 'faster, cheaper medical care'. The two might be corollaries of the fact that the level of medical care in these communities was quite adequate, such that residents had no complaints about the medical care necessary for maintaining their ways of life.
In provincial cities, in addition to the themes they shared with metropolitan areas, a theme of 'support for local lifestyles' was identified. In these cities, this theme comprised only a small number of concepts such as 'the comprehensiveness of local medical care'. However, in mountain/fishing villages and on remote islands, this was a key theme that included concepts more strongly tied to local lifestyles such as 'the desire to die in one's own community', 'the alleviation of financial burdens on one's lifestyle' and 'the alleviation of time burdens on one's lifestyle'. This fact showed that residents in more remote communities expressed a strong association between way of life and thoughts on medical care.
In mountain/fishing villages and on remote islands, a new theme of 'being free from dependence on medical care' was identified. This theme might be a product of the fact that all of the residents in these communities were so aware of the scarcity of medical care, and so that in order to create a sense of security in their lives, they provided mutual support and medical assistance to each other without going to medical professionals and avoided seeking medical treatment by promoting healthy living.
Thus, physical health is the important predictor of satisfaction with life in urban areas, whereas a sense of belonging in the community marks rural areas (Wallance et al. 2008 , Millward & Spinney 2013 . Geographically, the presence of appropriate medical services contributes to the broader health of the population in two ways separate from direct care by professionals: first, a community may feel more positively about its place because of the types and styles of services available, and second, the particular configurations of service provision may enhance the levels of interaction within the community (Kearns 1993) . This is because people can contribute to social networking health services to their community members and communities (Hanlon et al. 2007 , Wiles & Jayasinha 2013 . Therefore, we can consider geographically the differences among urban and rural communities for therapeutic landscapes (Williams 2007) .
The eight themes identified by the current study did not reveal any clear contradictions with the themes proposed. Hall & Dornan (1988) listed overall satisfaction, human interaction, technical aspects, treatment outcomes, equipment, continuity of care, access, quantity of health information, cost, organisation and attention to psychological issues as considerations affecting the quality of medical care from the patients' perspective. Aday & Andersen (1974) situated patient satisfaction and utilisation as outcome indicators for medical care. Goins et al. (2011) consolidated the meaning of health as 'health as a value', 'dimensions of life', 'holistic nature of health' and 'healthcare use and adherence'. They noted humane communication, medical skills, access, cost, concern for mental state and patient satisfaction as the factors of health quality. Although differences in the respective designs, subjects, techniques and analytical methods of these studies complicated any general comparisons with our current study, these elements appeared to be appropriate to the current authors as ideal aspects of medical care as experienced by residents in their daily lives. Quine et al. (2003) described a sense of inferiority among residents in rural areas on the subject of number of physicians, room for selection among physicians, time requirements and costs of medical care, and Blazer et al. (1995) found that rural areas held an advantage in terms of continuity of treatment and cost of medical care. In addition, Miedema et al. (2013) , drawing on interviews with cancer patients living in both remote and urban areas, interpreted the low expectations of medical care in rural areas and high expectations in urban areas as influencing levels of satisfaction. Differences from the ideal medical care revealed by the current authors' study among four types of communities was somewhat described; Bain et al. (2002) , Goins et al. (2005) , Jennette et al. (2010) and Su et al. (2013) highlighted the geographical factors disturbing access to medical services such as limited medical resources and lack of high-quality medical services. In our current study, the themes of 'high-level medical care' and 'faster, cheaper medical care' in comparatively urban areas and the theme of 'locally appropriate standards of medical care' in comparatively rural areas supported the existing literature.
'Trust in medical professionals', 'locally appropriate standards of medical care' and 'being free from dependence on medical care', which were the major themes in our current study, were also found in some of the literature. Yamaoka (2008) examined 'health satisfaction' and 'life satisfaction' in East Asian countries, both of which were held to be major trust concerns among healthcare workers and organisations. Thurston & Meadows (2003) , based on residents' interviews in remote communities, identified the four views of 'the meaning and symbols of rurality', 'change and the understanding of rurality', 'getting away and getting around' and 'diversity in rurality' as being important for local health, and we also found other literature related to these themes (Kawachi et al. 1997 , Pol et al. 2001 , Sebata et al. 2002 , Sabbah et al. 2003 , Tsai et al. 2004 , Marcinowicz et al. 2009 , Hanibuchi et al. 2012 , Van Berckelaer et al. 2012 , Aida et al. 2013 , Edwards et al. 2013 , Ichida et al. 2013 . We believe that the current study achieved a summary of results from these past articles.
Limitations
Although the current study clarified ideal medical care as conceived by residents in each of four distinct types of communities, a number of limitations remain. First, because participants in the current study were not randomly sampled, the results may not be generalisable because of biases in their opinions or histories. Second, cultures and modes of thinking about health influence personal medical histories and views about health in many ways (Mordacci & Sobel 1998) . In any culture, individual personalities and emotions are thought to have an impact on objective well-being (Schimmack et al. 2002) . Furnham (1994) observed that the social and cultural environment had an effect on health literacy and medical behaviour. Thus, the affectations mentioned in the current study were possibly not because of regional characteristics but because of individual participants.
In the current study, differences in participants' basic data might also have influenced their ideals of medical care. Participants were sampled to attain broadly similar distributions in terms of age and gender among the four distinct types of communities, but education, income and treatment history were not similarly taken into account. As a result, although there were no significant differences in household income, in the presence or absence of regular hospital visits or in the number of hospital admissions among the participants, clear regional differences were confirmed in terms of education levels. A correlation between well-being and income, which is directly related to education, has been reported in multiple studies (Lipovcan et al. 2007 , Zag orski 2011 . Because of the differences in education levels, these underlying data may have affected the results. However, in general, differences are present in the education and income between urban communities and rural communities in Japan. Rather than denying this difference, we should consider the concept of ideal medical care as being based on such differences among communities.
Conclusion
The current study analysed ideal medical care as perceived by the residents of four distinct types of communities in Japan: metropolitan areas, provincial cities, mountain/fishing villages and remote islands. It identified eight themes, some of which appeared across all the communities and some of which were unique to certain communities. Common themes observed included 'peace of mind because of the availability of medical care' and 'trust in medical professionals'. The themes that characterised urban communities were that they tended to focus on the content of medical care, including 'high-level medical care', 'elimination of unnecessary medical care' and 'faster, cheaper medical care', whereas the one that was characteristic of rural communities was that they tended to focus on lifestyle-oriented medical care such as 'support for local lifestyles', 'locally appropriate standards of medical care' and 'being free from dependence on medical care'. These differences were also considered a result of how residents responded to the characteristics of their own communities. By considering medical care from the geographical point of view, we successfully could find out the significant relationship between communities and perceptions of medical care ideals. By performing similar studies among residents in a greater number of communities, it will be possible not only to clarify the essential features of communities but also to obtain data on medical care that will be useful in understanding the characteristics of other, similar communities.
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